these latter, the sphincteric proctitis of Strauss and the various forms of sphincteroampullar proctitis are well known. Formerly another form of segmentary or deep colitis was described as sigmoiditis; I myself have often made this diagnosis in hospital. But since my attention was drawn, in 1915, to diverticulitis and I have been able to collect material, I lhave not seen a case which I could regard as pure sigmoiditis. All cases which I have so diagnosed have been demonstrated as diverticulitis of the sigmoid region. This is easily understood, as the sigmoideum is an open canal, and in an open canal any infection tends to spread chiefly downwards, following the course of the faces; and there is no tendency for it to go deeply. In order to penetrate deeply, it must be shut off from the general cavity of the gut, as is the case in liverticulitis. History repeats itself, as a similar change of view occurred in early days with respect to certain cases of segmentary colitis of the left colon which were considered to be typhlitis, but which have since been proved to be appendicitis.
From a general pathological point of v-iew the appendix is a diverticulum of the right colon.
Withl regard to the question of diagnosis, very difficult pioblems often arise in association with the acute left iliac fossa syndrome. I admit that in these acute cases it is always safer to diagnose acute appendicitis with left-sided symptoms, as that is the more frequent condition. But there is one sign which enables one to state that a case is appendicitis and not sigmoiditis. In three cases I have been struck by the imiportance of Rovsing's sign. The patients had an acute syndrome in the left iliac fossa, and the question of appendicitis or sigmoiditis was discussed. But on palpating the left iliac fossa, pain was elicited also in the right iliac fossa, and that settled the diagnosis, that it was appendicitis, not diverticulitis.
I have seen what great work hlas been done on this subject in this country. In 1913, Patel, speaking in Paris, said that, to the best of his knowledge, no case of diverticulitis had been diagnosed before operation or before post-mlortem. When we compare that condition of affairs with wlhat Dr. Spriggs has been able to show this evening, the great progress which has since been made at once becomes evident.
Mr. R. P. ROWLANDS said that he would discuss a few points coming within his personal experience.
He had learned what great -success attended the medical treatment of this condition, largely owing to the researches of Dr. Hurst, with whom he had been associated in carrying out surgical measures in some severe and late cases. He had been much impressed by what could be done by early diagnosis and medical treatment. In some instances the obstruction seemed to be due to carcinoma, until radiography demonstrated diverticula. Then medical treatment generally overcame the obstruction and operation was deferred until a more favourable quiescent period. It was curious how seldom diverticulitis gave rise to complete and fatal obstruction.
He had known only one such case, an-id that was in a medical maln who had had symptoms of this disease for eighteeln years, and had several attacks of obstruction-oni one or two occasions so severe that operation wvas advised, but always declined. Sir Humphry Ilolleston advised him oni one occasion to undergo an operation. Very late in the final attack the patient allowed a cmcostomy to be performed, but it was too late.
His other cases included three of diffuse peritonitis due to this condition, tw-o patients ha-ving died, and one having recovered after operation.
Another point to which lhe would refer was the association of growth and diverticulitis. This association constituted one of the greatest difficulties in diagnosis. In some of the cases he did not think a final conclusion could be reached without operation and microscopic section. He had come across several instances of these concurrent conditions. Onie doctor who had had symiiptomns for several years had been lulled into the belief that lie had diverticulitis, anid when he (the speaker) operated there was found carcinomra in addition. The growth was resected, but death took place a year later fromn recurrence.
It was necessary to dwell on the importance of the patient receiving both a bismuth meal and an opaque enema. Too much reliance was usually placed on one or the other. Both were necessary in order to give the fullest information concerning obstruction of the colon, and to demonstrate diverticula. Operation in these cases was often risky, because of the sepsis inseparable from this condition. The dangers of sepsis would be greatly diminished by careful preparation and particularly complete colostomiy before operation.
With regard to his own personal experience of obstruction:
In 1909, he did a short-circuiting operation on a lady who had diverticulitis of the pelvic colon and descending colon-a very extensive tubular stenosis, causing chronic obstruction.
He joined the ileuimi to the front wall of the rectumii with soimIe difficulty. She survived, and had lived until niow, in fairly good health. At times, however, she had somne diarrhoa, and the descending colon was still palpable as a rigid contracted tube.
He had resected in fourteen cases, with two deaths. One of the deaths was in a case of colico-vesical fistula, the end being brought about by sepsis. This was the one fatal case in three of the kind. In the other fatal case he iimade the imiistake of resecting when there was too inuch inflammation, and in niot uisinig the tube resection method described by Rutherford MIorison, Lockhart-Muinmery, and Balfouir.
For safety, prelininary transverse colostomy was preferable to cecostomy. It was essential to divert the feces completely in order to secure the best results, but colostomy was not necessary in the earlier cases, operated upon during a (luiescent period.
It might seem strange to sorne, but in four out of his fourteen cases of resection he did not recognize the exact condition until he had completed the resection for supposed carcinoma.
His first case came to hinm in 1911 fronli a distinguished physician with the confident diagn-osis of growth of the pelvic colon. A luI11p could easily be felt. He (the speaker) resected what he thought was a carcinoima of the pelvic colon, but. on opening the bowel afterwards he found no cancer, but diverticulitis, with a large muass of inflamed tissues with small abscesses around diverticula in the pelvic inesocolon, pressing upon and obstructing the colon.
He had had three cases of the kind since then. It would thus be seen how great the difficulty sometimes was in making a diagnosis, even at operation, and what a debt of gratitude was due to the radiologist for making a diagnosis possible before the abdomen was opened.
Mr. TURNER WARWICK said he had nothing to add to the discussion on the aetiology and treatment of diverticulitis, but he had met with two cases which he thought were worth bringing to notice.
Case I, of which the specimnen was exhibited on the table, was that of acute perforation of a diverticulum in the cecum at the point where it joined the ascending colon. A diverticulumn in that situation was, he thought, fairly rare. This case was associated with carcinoma of the pelvic colon, and apparently the perforation occurred as the patient was walking along the street, and when brought to hospital a few days later he was in a moribund condition. All that could be done was to perforimi a post-mnortemii examination, and that revealed the perforation in the cecuin and the carcinoma in the pelvic colon. The specimen also showed nelanosis of the ascending colon, which was also of some interest.
Case 11.-The patient was operated upon in the Gynaecological Department, for what was considered to be pelvic inflamnmation. An abscess associated with a diverticulum of the
